Results-The prevalence of significant tricuspid (22% v 9%, P < 0-001) and pulmonary regurgitation (5% v 1%, P = 0-018) was higher in the female patients than in the male patients. Female patients also had a higher peak regurgitant velocity (3.2 (0.7) v 2*9 (0.7) mns, P = 0-007) and pressure gradient (41 (21) v 36 (19) mm Hg, P = 0-010) across the tricuspid valve. However, the male patients had a higher echocardiographic score (9-7 (2.4) v 7-0 (2.3), P < 0-001) and a smaller Doppler-derived mitral valve area (0.9 (0.4) v 1*0 (0.4) cm,2 P = 0.027).
(13) and 48 (14) respectively).
Main outcome measures-Mitral valve areas by echocardiographic planimetry and Doppler pressure half-time method, peak early diastolic mitral velocity and pressure gradient, echocardiographic score of mitral valve, left atrial end systolic diameter, frequency of left atrial thrombus and smoky echoes as well as various valve lesions detected with Doppler and echocardiography, cardiac rhythm, symptomatic functional class of heart failure, and history of systemic embolism. Results-The prevalence of significant tricuspid (22% v 9%, P < 0-001) and pulmonary regurgitation (5% v 1%, P = 0-018) was higher in the female patients than in the male patients. Female patients also had a higher peak regurgitant velocity (3.2 (0.7) v 2*9 (0.7) mns, P = 0-007) and pressure gradient (41 (21) v 36 (19) mm Hg, P = 0-010) across the tricuspid valve. However, the male patients had a higher echocardiographic score (9-7 (2.4) v 7-0 (2.3), P < 0-001) and a smaller Doppler-derived mitral valve area (0.9 (0.4) v 1*0 (0.4) cm,2 P = 0.027).
There were no differences between the female and the male patients in mitral valve area measured by planiimetry, peak early diastolic mitral velocity and pressure gradient, and left atrial end systolic diameter or in the prevalence of atrial fibrillation, left atrial thrombus, left atrial smoky echoes, significant aortic stenosis, aortic regurgitation, or heart failure of New York Heart Association class III or IV.
Conclusions-Female patients not only had a higher prevalence of mitral stenosis but also had a higher prevalence of associated tricuspid and pulmonary regurgitation along with a higher velocity and gradient of tricuspid regurgitation. The echocardiographic score was higher in male patients, however. These findings suggest that the pathophysiology of mitral stenosis is different in the two sexes and that gender should be taken into account when therapeutic strategies are formulated.
Recently, attention has been focused on the relation between gender and cardiovascular diseases.' The recognition of physiological or pathological differences in male and female patients may lead to more appropriate treatments.
Despite its decline in developed countries rheumatic heart disease remains the leading cause of death from heart disease in those aged 5-24 in most part of the world.2 Its incidence in Taiwan was 1 4 per 1000 children in 1970 and 0 6 per 1000 children in 1985.3 Mitral stenosis is more common in females than in males. 4 We compared various Doppler, echocardiographic, and clinical variables in female and male patients with mitral stenosis to see whether gender affected the pathophysiology of this condition.
Patients and methods

PATIENTS
Consecutive patients who were older than 15 and had a mitral valve area of < 2 0 cm2 were enrolled in the study ( Whether these findings indicate a real gender difference or not is uncertain. The results suggest that mitral stenosis was more severe in males, but only just-mitral valve area estimated by Doppler echocardiography (pressure half-time method) was slightly less in males and the echocardiographic score was higher. This score, however, is a purely descriptive and subjective assessment. The mitral valve area measured by planimetry, the forward velocity across the valve, the pressure gradient, and left atrial diameter were the same in both sexes. 
